Setting-Previous health policies in South Africa neglected the teaching of ethics and human rights to health professionals. In April 1995, a pilot course was run at the University of Cape Town in which the ethical dimensions of human rights issues in South Africa were explored. Objectives-To compare knowledge and attitudes of participating students with a group of control students. Design-Retrospective cohort study Subjects-Seventeen fourth-year medical students who participated in the course and 13 control students from the same class, matchedfor gender. Interventions-Students participated in a one-week module on ethics and human rights. Five months after the course had been run, students completed a semi-structured questionnaire exploring their knowledge and attitudes with regards to ethics and human rights issues. Main outcome measures-Knowledge scores, attitude scores and various individual indicators of attitude. Results-Clear benefits for overall knowledge score, forfour out offive individual knowledge questions andfor one of the attitude questions, were demonstrated. Participating students also appeared to be more convinced of the needfor teaching on the ethical dimensions of human rights at postgraduate level and that such teaching should also be integrated in the curriculum. The low response rate amongst controls may have selected students who were more socially conscious, thereby leading to an underestimate of the true impact of the course. Conclusion-The evaluation indicates clear benefits of the course for undergraduate students, and supports arguments for the inclusion of such courses in the training of health professionals. This is particularly important given the challenges posed by the Truth and Reconciliation Commission to the health professions to address past complicity in human rights abuses through reorientation of medical training in South Africa.
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Introduction
Training in medical ethics and human rights has been identified internationally as one of the key strategies for the prevention of torture and other human rights abuses.'1In South Africa, calls have previously been made for the medical profession to be pro-active in developing teaching initiatives in medical ethics for both undergraduates and postgraduates,5 particularly in light of the shameful record of medical complicity in apartheid abuses of political detainees.6 However, such calls went largely unheeded until relatively recently. With the political events that brought democracy to the country and a national commitment to developing a human rights culture, greater opportunities have arisen to place human rights and medical ethics on the agenda of institutions training health professionals. 7 Moreover, in June 1997 the South African Truth and Reconciliation Commission focused an entire two days of hearings on an examination of the role of the health sector in human rights abuses under apartheid.8 The hearings coincided with growing concern that the medical profession needs to re-examine its past failures in protecting the rights of apartheid's victims, and in maintaining ethical standards under apartheid.9'-0 Central to many of the recommendations contained in submissions to the hearing was the urgent need to improve the ethical and human rights orientation of undergraduate and postgraduate training in the health professions.
One example of such an initiative, introduced as an elective option for students wishing to broaden their training experience, was a course run for medical students in their fourth year of training at the University of Cape Town (UCT) in 1995. This course was amongst the first in South Africa to address the ethical responsibilities of doctors in relation to prisoners and other vulnerable groups in institutional care" 12 and is summarised below. The course was seen by many7 13 14 as the first step towards re-establishing a human rights ethic in the training of medical professionals. This paper reports on an evaluation of the course conducted five months after completion to assess the impact of the course on the knowledge and attitudes of participating medical students.
Course content and format Seventeen medical students volunteered to participate in the course which ran over five days in April 1995. The course was aimed at providing students with an appreciation of the circumstances under which human rights violations could occur, and the role that health professionals can play in combating these abuses. The course covered both international perspectives on medical complicity and local case studies and settings where human rights violations have occurred and continue to occur. Central to the course was the attempt to place the ethical responsibilities of medical professionals in the context of working in situations where human rights abuses occur.
Teaching methods included panel discussions, field visits to total institutions (a police station cell, a prison and a psychiatric facility) and intensive group work. Participants on a number of the panels included health professionals who were themselves torture survivors from political imprisonment and students were presented with role models very different from traditional medical student training. For example, it was important for students to meet and speak with doctors who, under the severely repressive circumstances of apartheid, took principled ethical stands in defence of human rights (often at some cost to themselves).
Because the course relied heavily on learning from the first-hand accounts and experiences of torture survivors, time was structured for debriefing during the course to deal with the expected emotional intensity generated by the material. Group work, informed by interviews, video material and probing case studies from clinical practice, were used to enable students to grapple with difficult ethical dilemmas. More detail on the course is available elsewhere.'5
Methods
The evaluation used a retrospective cohort design. The study population included all medical students in their fourth year of training who were eligible to have taken part in the course. All 17 students who participated in the course were included in the study, as well as 34 control students, matched for gender and randomly chosen from the class listing of fourth year students. Students were notified by letter and invited to attend a lunchtime meeting where they would be asked to participate in an evaluation of the course. As enticements to attend, students were informed that lunch would be provided and video footage of the course would be shown. .
At the session, students were asked to complete a semi-structured questionnaire that contained four questions on demographics and past learning experiences, five questions on knowledge, and nine questions on attitudes towards ethical dimensions of human rights in medicine (table 1) . A score was constructed for knowledge based on post-coding of responses (maximum score 10).
For attitude, a range of questions was used. One question contained a series of statements probing the relative importance of different competencies using a scale of one to five. For each individual competency, an a priori assumption was made as to whether these competencies were important for the objectives of the course. Desirable competencies were scored positively while irrelevant competencies were scored in the inverse direction. The two sets of competencies included in the questions are listed in table 2.
Another two sets of questions probed the perceived professional responsibilities of a prison medical officer and that of a hospital doctor towards a prisoner patient. The ideal score for either question was ten. In addition to comparison of actual scores, the correlation (Pearson's) between scores for the two sets of questions was calculated and compared between participating students and controls. This was done to test the hypothesis that students should see little difference in the responsibilities of doctors, irrespective of whether they were hospital or prison medical officers.
Two further questions explored attitudes to how teaching on the ethical dimensions of human rights should fit into medical training, and were scored on a scale of one to five. The remaining questions on attitude included open-ended questions on condom usage in prisons, and on the students' response to evidence of torture amongst prisoners, as well as a question probing students' responses to a clinical case scenario involving violence against a farm worker (scaled from one to five).
Post-coding of responses to the open-ended questions for attitude (two out of eight questions) and knowledge (all five questions) was performed this paper is therefore based on results from one observer (LL). All students were asked for verbal consent before participating in the evaluation which was anonymous and it was made explicitly clear that there was no relationship to their academic assessments.
Results
Of the 51 subjects selected, 30 participated in the assessment. -These included all 17 who did the course (100% response rate) and 13 out of 34 controls (38.2% response rate). There were no significant differences (p<0.05) between course participants and controls for age (means 22.3 and 22.4 years, respectively) or gender (47% and 39% female, respectively).
Other teaching on ethics since the course was reported by 27 students, mostly in the form of lectures (n=25), bedside (n=2) and other (n=3) teaching. It was apparent that five students (17%) did not report that the class had received whole-class lectures on ethics, and appeared not to have remembered or attended these lectures.
Knowledge scores for the two groups of students are presented in table 3 Students were asked how they thought teaching on the ethical dimensions related to human rights should take place. The responses are summarised in table 5. Both groups rated the place of teaching highly in the undergraduate curriculum and all but one student felt that ethical dimensions related to human rights should be taught at undergraduate level. However, students who attended the course were significantly more likely to report thinking that such teaching should also take place at postgraduate level (OR = 25.7; 95% CI 2.81-334.2). Students who did the course were also more likely to feel that this teaching should be integrated rather than elective, although this difference was not statistically significant.
In the distribution of responses to the case scenario involving assault of a farm worker, there were no significant differences between participating students and controls.
However, in openended responses to the question probing their response to evidence of torture a clear difference was seen. Students who attended the course were likely to score higher on this question than those who did not attend (participants' mean score 4.94 v controls' 3.23; p<0.01; Wilcoxon test).
Of those who did not attend the course, only two students reported that they had been informed in detail about the course by their participating class colleagues. Because this may have confounded the results, a sensitivity analysis was repeated with these two students included in the "participating students" group. However, this did not substantially change the above findings (data available on request from authors).
Discussion
Five months after the course, participant students appeared to have better knowledge scores, as well as identifying the importance of postgraduate training more frequently than "controls". They also were able to score better on one of the attitude indicators (district surgeon faced with evidence of torture). These findings tend to support findings of an immediate evaluation that the course had been relatively effective.'8 The fact that participating students identified the importance of postgraduate teaching (table 5) further augurs well for the impact of the course on the students' lifelong learning commitment to ethical issues related to human rights. It also complements the needs identified by the students for training in prison medicine in earlier qualitative evaluations.
"
Notwithstanding the positive findings, it was also evident from the study that overall indicators of attitude did not show substantial difference between the two groups. This might have two explanations: firstly, the attitude questions may have been too insensitive to detect any real differences. This was illustrated in the responses to the question around condom usage in prison, where both participating students and controls showed fairly insightful attitudes to the problem. Quantitative estimation of attitude, as is often done with studies of knowledge, attitude and practices (known as KAP surveys) are notoriously problematic in capturing meaningful data. 20 
Selection bias
However, a more likely problem was that there was a selection bias inherent in that control students who participated in the study were likely to be the more socially conscious students amongst the class. Non-response amongst control students was high (over 60%) but our experience as teachers suggests that those students who did not attend the evaluation were less likely to have an interest in ethical aspects related to human rights. The bias introduced would therefore tend to underestimate the effect of the course. We plan to repeat the study on a non-contemporaneous control group in the future with better response rates to see if their results are indeed poorer than the controls, which would provide evidence to support the above supposition.
It was also interesting to note that the majority of both groups of students appeared to favour the integration of such teaching in the curriculum rather than its retention as an elective (median scores of both groups < 2.5). Students who did the course were more likely to feel that teaching on the ethical dimensions of human rights should be integrated, although this difference was not statistically significant. Teaching on ethical issues related to human rights abuses have generally been sporadic and poorly integrated in medical curricula in South Africa to date. To our knowledge, only one other institution runs a complete course in ethical and medico-legal issues for undergraduates. The findings from this pilot suggest that it would be desirable to integrate such initiatives in the medical curriculum and are echoed in many of the submissions made to the TRC health sector hearings.22 Such courses, if they are to be taken seriously by all students, would need to be examinable for credit.
Some qualifications Some qualifications to the findings may need to be made. For example, the scenario involving a district surgeon faced with evidence of torture may have effectively been measuring knowledge rather than attitude, since the case scenario was very similar to the experience of Dr Wendy Orr, who spoke to the students on the course, and whose actions8 22 were therefore well known to participants. (Dr Orr was a district surgeon responsible for the health care of prisoners and detainees during a period of severe political repression in South Africa in 1985. Because of clear evidence of sytematic torture of detainees and the failure of her medical superiors to act on this evidence, she brought a court order to restrain police from assaulting detainees in the area. See, for example, references 6 and 17.) Another case study may not have been scored as well by the participating students.
Secondly, the groups were small and the failure to show differences may be due to small sample size. In fact, in attitude assessment, many of the scores were in the expected direction but the differences were too small for statistical significance. This suggests the study underestimated the effectiveness of changes in attitude. However, given the small sample and the difficulties posed by subdividing the cohort according to demographic, religious or cultural variables that may influence knowledge and attitude, the generalisability of study is somewhat limited and care should be taken in inferring too much certainty from the results.
A weakness of this study lies in its design. Ide- ally, a trial of any intervention, including educational ones, should involve baseline estimation, have randomisation, and have sufficient study participants to achieve sufficient power to meet the study objectives. Moreover, the period of follow-up should be sufficient to assess whether there has been long term benefit. However, given the practical situation of evaluating a new course, where neither randomisation nor blinding of subjects was feasible, the study design chosen was the best option for evaluation. Attempts to follow up the participating students in the long term will be made to assess what long term impact the course has on their practices beyond the medical school.
Conclusion
Despite its limitations which appear largely to lead to underestimation rather than overestimation of effect, this evaluation appears to demonstrate a significant impact of the course. There were clear improvements in the knowledge of participating students, retained some five months after the course, and indication of other less tangible attitudinal benefits. These findings should encourage further extension of the course to a wider audience and alert the medical profession to the need to pay greater attention to the teaching of the ethical dimensions of human rights. For South African medical professionals, adequate training in medical ethics and human rights is a historical challenge, made all the more urgent by the work of the country's Truth and Reconciliation Commission.
